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ABSTRACT This paper reports a review into the current state of tobacco use, governance and national commitment 
for control, and current intervention frameworks in place to reduce the use of tobacco among the populations 
of the Gulf Cooperation Council (GCC) member states and Yemen. It further reviews structured policy-oriented 
interventions (in line with the MPOWER package of 6 evidence-based tobacco control measures) that represent 
government actions to strengthen, implement and manage tobacco control programmes and to address the 
growing epidemic of tobacco use. Our findings show that tobacco control in the GCC countries has witnessed 
real progress over the past decades. These are still early days but they indicate steps in the right direction. Future 
investment in implementation and enforcement of the Framework Convention on Tobacco Control, production 
of robust tobacco control legislation and the establishment of universally available tobacco cessation services are 
essential to sustain and strengthen tobacco control in the GCC region.
تايدتحو تازاجنإ :يجيللخا نواعتلا سلمج نادلب في غبتلا ةحفاكم دوهج
ديمج ميزع ،يواديق ثراو ،ينسح دممح ،فاور نمالس ،ةجوخ قيفوت ،فاور ديفيد ،هنوسح سدنس
 ةــ يلالحا تاــ خدتلا راــ طإو ،هــ تحفاكمب يــ نطولاو يــ موكلحا مازــ تللااو ،غــ بتلا يــ طاعتل نــ هارلا عــ ضولا ةــ قرولا هذــ ه ضرعتــ ست :ةــ صلالخا
 ةيلكيلها تاـخدتلا ةـقرولا هذـه ضرعتـست ماـك .نـميلاو يـجيللخا نواـعتلا سـلمج نادـلب في ةيناكـسلا تاـعومجلما ينـب غـبتلا يـطاعت ضـفلخ
 )غـبتلا ةـحفاكلم تاـنِّيبلاب ةدنـسم تاءارـجإ ةتـس مـضت يـتلاو MPOWER ةتـسلا تاـسايسلا ةـمزح عـم ىـشماتت يـتلاو( تاـسايسلاب ةـه َّجولما
 .غـبتلا يـطاعتل دـيازتلما ءاـبولل يدـصتلاو ،غـبتلا ةـحفاكم جـمارب ةرادإو لـيعفتو ةـيوقت فدهتـست ةـيموكح تاءارـجإ لـثتم تاـسايس يـهو
 نأ لاإ ،ةـيضالما دوـقعلا ىدـم ىـع ًاـسوملم ًاـم ُّدقت تدهـش دـق يـجيللخا نواـعتلا سـلمج نادـلب في غـبتلا ةـحفاكم نأ جـئاتنلا نـم حـضتا دـقو
 ةـيقافتلاا لـيعفتو ذـيفنت في رماثتـسلاا ةداـيز يرورـلا نـمو ،حـيحصلا هاـتجلاا في تاوـطخ لىإ رـشت ةرـكبم جـئاتن لاإ يـه اـم جـئاتنلا هذـه
 ،ينـخدتلا نـع عاـقلإل لماـش وـحن ىـع ةـحاتم تاـمدخ ءاـشنإو ،غـبتلا ةـحفاكلم ةـمراص تاـعيشرت رادـصإو ،غـبتلا يـطاعت نأـشب ةـيراطلإا
.يـجيللخا نواـعتلا سـلمج نادـلب مـيلقإ في ينـخدتلا ةـحفاكم ةـيوقت لـجأ نـم
Actions de lutte antitabac dans les pays du Conseil de Coopération du Golfe : défis et succès
RÉSUMÉ Le présent article expose un état des lieux de la consommation de tabac, de la gouvernance, de 
l'engagement national dans la lutte antitabac, et les cadres d'intervention actuellement en place destinés à réduire 
la consommation de tabac dans les populations des États membres du Conseil de Coopération du Golfe et du 
Yémen. Il examine également les interventions structurées pour l’élaboration de politiques (conformément au 
programme MPOWER qui est composé de six mesures de lutte antitabac fondées sur des données probantes) qui 
représentent des actions gouvernementales destinées à renforcer, mettre en oeuvre et gérer des programmes de 
lutte antitabac et à s'attaquer à l'épidémie croissante de tabagisme. Nos résultats révèlent que la lutte antitabac 
dans les pays membres du Conseil de Coopération du Golfe a réalisé des progrès tangibles au cours des dernières 
décennies. Toutefois, il ne s'agit que d’un début montrant la voie à suivre. De nouveaux investissements dans la 
mise en œuvre et l'application de la Convention-cadre pour la lutte antitabac, la proposition d'une législation 
antitabac solide et l'offre de services de sevrage tabagique d'accès universel sont essentiels pour appuyer et 
renforcer la lutte antitabac dans la région du Conseil de Coopération du Golfe.
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Introduction
Tobacco use is one of the most mali-
cious public health threats the world 
has ever faced (1) and it continues to be 
the leading cause of preventable deaths 
globally (2). There is undisputable 
evidence that tobacco use is a major 
cause of both morbidity and mortality 
(3,4), responsible for nearly 6 million 
deaths annually (5) resulting from both 
direct and indirect use. In 2010 alone, 
approximately 5.4 million people died 
due to tobacco-related diseases, with an 
additional 600 000 deaths attributed to 
exposure to second-hand smoke (6). 
Tobacco is estimated to kill more than 
half of the people using it (7).
Many countries are reinforc-
ing their fight against tobacco. In this 
paper we focus our attention on the 
Gulf Cooperation Council (GCC) 
countries (i.e. the GCC member states 
and Yemen). This is a part of the world 
that harbours tobacco-related mortal-
ity rates of 12% and 2% for males and 
females respectively (7). The GCC is 
primarily a political and economic alli-
ance of 6 countries in the Middle East: 
Bahrain, Kuwait, Oman, Qatar, Saudi 
Arabia and the United Arab Emirates 
(UAE). In 2002, Yemen participated 
by developing specific mechanisms for 
cooperation in aspects related to health, 
education, labour and social affairs. All 
the GCC countries (except for Yemen) 
structurally depend on foreign workers 
for their labour markets, in which the 
share of expatriates in the population 
reaches as high as 80–90% in Qatar 
and the UAE, although it is lower in the 
other countries (8). This has important 
implications for the formulation and 
implementations of an array of policies, 
including those related to tobacco and 
health.
Tobacco smoking is an issue affect-
ing both adults and youths. According 
to the Global Youth Tobacco Survey 
(GYTS) the GCC region harbours 
alarming rates of current cigarette 
smoking and smoking of other tobacco 
products among youths aged 13–15 
years (9). In the UAE in 2005 8.0% 
of youths were tobacco smokers and 
28.8% used other tobacco products. 
In Saudi Arabia while 6.7% of youths 
in 2007 were smokers, a further 11.9% 
used other tobacco products. The pic-
ture is quite similar in Bahrain (2002), 
Kuwait (2009), Qatar (2007) and 
Yemen (2008), where the prevalences 
of youth smoking were 10.6%, 12.2%, 
6.5% and 3.9% respectively, and of those 
currently using other tobacco products 
were 15.3%, 11.8%, 15.6% and 12.4% re-
spectively. Only Oman (2010) had the 
lowest prevalence, with 1.8% of youths 
being current smokers and 2.2% using 
other tobacco products (9).
Tobacco control efforts in the GCC 
date back to January 1979, when Saudi 
Arabia submitted a working paper on 
combating smoking in the GCC states 
during the 6th GCC Health Ministers’ 
Council Conference. Since then, some 
GCC countries (Kuwait, Qatar, Saudi 
Arabia, UAE and Yemen) have signed 
the WHO Framework Convention on 
Tobacco Control (FCTC) treaty (10) 
and all member states have ratified it. 
Furthermore, all countries now have 
specific national government objec-
tives in tobacco control in addition to 
a national agency or technical unit for 
tobacco control (9). To help countries 
fulfil their WHO FCTC obligations, in 
2008 WHO introduced the MPOWER 
package of 6 evidence-based tobacco 
control measures that are proven to 
reduce tobacco use and save lives. The 
MPOWER measures provide practical 
assistance to reduce the demand for to-
bacco via country-level implementation 
of effective policies. The MPOWER 
measures focus on demand reduction, 
although WHO also recognizes the 
importance of and is committed to im-
plementing the supply-side measures 
contained in the FCTC.
The purpose of this review was to 
highlight the challenges faced and the ef-
forts invested to date in tobacco control 
by the GCC governments: investing 
in evidence generation, policy-setting 
and strategy implementation. It set out 
to address the successes and failures, 
and attempts to offer a way forward for 
tobacco control in this part of the Arab 
world.
Methods
This paper reports an empirical analysis 
of a multidimensional investigation into 
the current state of tobacco use in the 
GCC countries; governance and na-
tional commitment to control; and cur-
rent intervention frameworks in place 
to reduce the use of tobacco among the 
populations. It further reviews struc-
tured policy-oriented interventions in 
line with the FCTC’s MPOWER pack-
age of 6 evidence-based tobacco control 
measures that represent government 
actions to strengthen, implement and 
manage tobacco control programmes 
and to address the growing epidemic 
of tobacco use. The following search 
methodology was adopted and data 
were collected as follows.
The electronic online databases 
Medline, Embase and PsychInfo were 
searched using the keywords (smoking 
OR tobacco) AND (Gulf Coopera-
tion Council) for all published literature 
from inception up to 31 August 2013, 
the date this review was conducted. This 
was supplemented by iterative reviews 
of the reference lists of relevant pub-
lished papers and searches of the grey lit-
erature, reports identified in references 
and reports to WHO from consultation 
projects. Studies were combined, exam-
ined in detail and data were extracted 
based on relevant information.
To examine the indices of national 
commitment to public health protec-
tion and curbing the smoking epidemic 
in these countries, we used the criteria 
defined by the MPOWER evidence-
based indicators extracted from WHO 
updated country profiles [as published 
in the WHO report on the global tobacco 
epidemic, 2011 (1)] to evaluate and 
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compare the level of political adherence, 
as well as the degree of importance that 
the governments attach to the subject 
matter.
Findings
There has been a major political com-
mitment to tobacco control in the 
GCC countries from a legislative per-
spective as well as a public health one 
(11–14), but much more still needs 
to be done, particularly with regard to 
further public education and research 
(15,16). Sustaining such commitment 
is key to capitalizing on the progres-
sive momentum which many of these 
countries are now experiencing.
Governments’ commitment to 
curbing the tobacco epidemic
As seen in Table 1, as of 2010 all 7 GCC 
countries have a specific government 
objective regarding tobacco control. 
Six countries have national agencies 
dedicated to tobacco control and 5 
countries have smoking cessation sup-
port services available to the popula-
tion (with expenses either partially or 
fully covered by the government). The 
same 5 countries have banned tobacco 
advertising via national media portals 
and on free distribution of promotional 
material and packages, and 2 have lim-
ited implementation of smoking bans in 
some public places.
Despite the aforementioned pro-
gress, areas remain where there is a lack 
of commitment to tobacco control 
measures or even regression in these. 
This is evidenced, for example, by reduc-
tions in taxation; between 2008 and 
2010 Bahrain, Oman, Saudi Arabia, 
UAE and Yemen decreased the per-
centage of tax added to the retail price of 
cigarettes by 2–3%. This is counterintui-
tive to the legislation and public health 
measures of the FCTC. It is critical for 
these countries to realize the impact 
such policies will have on public pur-
chasing and access to tobacco, and it 
remains imperative that the percentage 
of tax be raised rather than reduced, irre-
spective of any other smoking-cessation 
measures.
Trends and prevalence of 
disease
Our review of the available published 
literature demonstrated the wide variety 
of research in the region into smoking 
prevalence, morbidity and mortality 
attributed to smoking and tobacco con-
sumption. A total of 19 studies were 
identified, 6 of which were found to be 
relevant (2 irretrievable, 4 irrelevant, 7 
duplicates). Of the relevant studies, 3 
addressed tobacco issues in the GCC 
countries collectively; 2 particularly 
focused on Bahrain and 1 on the UAE 
populations. 
The incidence of cancer in the GCC 
countries between 1998 and 2001 was 
explored by Al-Hamdan et al. They 
described a reasonable correlation 
between the higher incidence of lung 
cancer in Bahrain compared with Saudi 
Arabia as a result of a longer history of 
smoking in Bahrain (17). 
Another important issue in the 
region is waterpipe smoking. From 
2001–04 the GYTS data revealed a 
high prevalence not only of tobacco 
smoking but also of waterpipe use in the 
region, with an observed high suscepti-
bility to initiate smoking of waterpipes 
by groups who had never smoked (18). 
This makes for a worrisome outlook in 
terms of likely increases in the incidence 
of smoking-related chronic diseases and 
their associated mortality. It is important 
to note that one “head” of a waterpipe 
contains roughly the same amount of 
nicotine and tar as 10 cigarettes (19,20). 
Looking at the GCC as a collective 
unit, Hamadeh alluded to the previously 
mentioned risk of increased prevalence 
and the potential problem of tobacco 
10 years earlier (21), and highlighted 
the commendable efforts exercised 
by the uniform platform of the GCC 
Health Ministers’ Council (22) and the 
early recognition of the issue.
In Bahrain, researchers studied pat-
terns in smoking behaviours among 
250 Bahrainis and non-Bahrainis aged 
18+ years and the potential barriers to 
quitting (23). They found that crav-
ing for smoking was the main barrier 
to quitting according to a third of the 
smokers, followed by enjoyment of 
smoking (24%) and nicotine withdraw-
al symptoms (11%). Also in Bahrain, 
and amidst attempts to highlight efforts 
to control tobacco use, Fadhil mapped 
out a clear and broad picture of tobacco 
control efforts thus far, in a report high-
lighting the limitations in enforcing laws 
and legislation as a critical barrier and 
the great need for tailored smoking ces-
sation programmes that are integrated 
within a primary health-care context 
(24). 
In the UAE findings from a cross-
sectional study among 288 physicians 
from the Department of Health and 
Medical Services in Dubai showed a 
need for the development of technical 
smoking-cessation capabilities among 
staff, as well as the advancement of 
smoking cessation programmes with 
a particular focus on physicians’ par-
ticipation in reducing tobacco and ciga-
rette use among the general population.
Discussion
Despite the efforts and successes in the 
field of tobacco control, the latest being 
Oman’s soon-to-be-passed legislation 
to stop farming tobacco within the 
next 5 years (25), there remain many 
hurdles to cross. Hurdles generally 
present themselves in the form of lack 
of resistance to lobbying and pressure 
exerted by tobacco companies (26); un-
sustained monitoring of enforcement of 
legislation; and partial implementation 
of tobacco curbing efforts (27). Taking 
the recent pace of progress into con-
sideration, it is clear that further energy 
needs to be exerted in legislation and law 
enforcement and the implementation 
of the current, well-structured strategies. 
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Moreover, investment in human re-
sources development for tobacco con-
trol and top-level political engagement 
in support of health promotion and 
control of noncommunicable disease 
risk factors is paramount.
From a practical point of view, an ar-
ray of interventions and commitments 
are available that can be initiated by 
governments to accelerate and heighten 
the momentum for commitment. For 
example, it is within reach to establish 
a national reference body in the GCC 
countries, focusing solely on tobacco 
prevention and protection, and within 
that a branch solely directed towards 
an agenda for women and children. 
Furthermore, and in line with collective 
health promotion efforts, a renewed 
commitment could be guided towards 
encouraging community initiatives and 
campaigns, particularly at workplaces, 
in relation to tobacco prevention and 
control, for both men and women. This 
initiative could also be strengthened 
with the introduction of smoking ces-
sation services. These services should 
not be restricted to (para) medical staff 
and, with the aid of internationally avail-
able resources (28,29), could use the 
capacity of the public to be trained as 
smoking cessation councillors, hence 
multiplying the numbers of technical 
support personnel to help curb smok-
ing.
Box 1 sets out our prioritized recom-
mendations and “best buys” that are 
supported by evidence and that can 
rapidly and concretely cement the gains 
achieved so far, and further build on 
them for stronger and sustained con-
trol of tobacco in the GCC countries. 
The recommendations should be sup-
ported by strong legislation support-
ing tobacco control measures. These 
Table 1 National commitment to tobacco control in the Gulf Cooperation Council member states and Yemen: the situation in 
2010 
Initiative Bahrain Kuwait Oman Qatar Saudi 
Arabia
UAE Yemen
Specific national government objectives in 
tobacco control Yes Yes Yes Yes Yes Yes Yes
National agency or technical unit for tobacco 
control No Yes Yes Yes Yes Yes Yes
WHO Framework Convention on Tobacco Control 
status (year):
Signed No Yes 
(2003)
No Yes 
(2003)
Yes 
(2004)
Yes 
(2004)
Yes 
(2003)
Ratified, or legal equivalent Yes 
(2007)
Yes 
(2006)
Yes 
(2005)
Yes 
(2004)
Yes 
(2005)
Yes 
(2005)
Yes 
(2007)
Any smoke-free public places covered by 
legislation No No No No Yesa Yesb No
National law requires fines for smoking Yes Yes No Yes Yes Yes Yes
Health warnings appear on tobacco packages, 
mandated by law Yes Yes Yes Yes Yes Yes Yes
Direct & indirect bans on tobacco advertising, 
promotion and sponsorship in:
National TV and radio Yes Yes No Yes Yes Yes Yes
Local magazines and newspapers Yes Yes No Yes Yes Yes Yes
Free distribution of promotional material and 
packages Yes Yes No Yes Yes Yes Yes
Smoking cessation support available Yesc Yesd No Yese Yesf Yesg No
Smoking cessation support free-of-charge or 
cost-covered (by national insurance) Fully Fullyh No Fullyi Partially Partially No
Total taxes on the most popular brand of 
cigarettes (% of retail price) 29 34 31 33 29 29 53
Smoke-free public places: aIn universities, government, health-care and educational facilities only; bIn universities, health-care and educational facilities only. 
Smoking cessation support available: cIn most health clinics or primary-care facilities, in some hospitals, in some offices of health professionals but not in the 
community; dIn most health clinics or primary-care facilities, in some hospitals, in some offices of health professionals and in the community; eIn only some health 
clinics or primary-care facilities, in some hospitals, in some offices of health professionals but not in the community; fIn only some health clinics or primary-care 
facilities, in some hospitals, in some part of the community, but not in offices of health professionals; gIn only some health clinics or primary-care facilities, in most 
hospitals, in some offices of health professionals and in some parts of the community. 
Free-of-charge cessation support: hExcept in the community, where it is only partially covered by national insurance; iInformation on national financial coverage for 
smoking cessation support is only for hospitals (data not available for health clinics and primary-care facilities).
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include further investment in: aware-
ness efforts addressing the dangers of 
tobacco, especially targeted on school-
children and young adults; awareness 
efforts emphasizing the rights of the 
public to clean air and safe care at all 
health-care levels (primary-care centres 
and public, specialized and rehabilita-
tive hospitals); public participation; 
and increased involvement of multiple 
stakeholders for stronger cooperation. 
Other measure include: sustaining the 
monitoring efforts of tobacco control 
activities; encouragement and facili-
tation for quantitative and qualitative 
research focused on tobacco and its use 
(for example, the economics of tobacco 
use in the GCC region); evaluation 
of civil society efforts in campaigns of 
tobacco control; and last, but by no 
means least, strengthening the role of 
the media in tobacco control measures.
Conclusions
Tobacco control in GCC countries has 
witnessed palpable progress over past 
decades. However these are early days 
with only steps in the right direction; 
smoking cessation service delivery will 
need to be reconfigured to integrate 
the provision of preventive and pro-
motion services and the establishment 
of universally available cessation ser-
vices which are essential to sustain and 
strengthen tobacco control in the re-
gion. Implementation and enforcement 
of the FCTC and production of robust 
tobacco control legislation remain as 
crucial near-future investments.
Across the board, investing in 
evidence generation, policy-setting and 
strategy implementation move to the 
same drumbeat of progress towards a 
smoke-free region. To push the agenda 
forward, we affirm the importance of ac-
tivation of national plans, programmes 
and policies and strengthening health 
systems for treating tobacco depend-
ence and accommodating demands for 
smoking cessation services.
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